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Introduction
Today, traumas are one of the most important public health issues. About 1/3 of the patients hospitalized for traumas are severe thoracic traumas. Although the heart is thought to be well protected inside the thoracic cage, blunt cardiac injury occurs in 20 to 70% of motor vehicle accidents. Cardiac injury resulting from blunt thoracic trauma is a frequent clinical occurrence which is difficult to diagnose. Cardiac injuries can occur in a wide spectrum ranging from asymptomatic myocardial injury to rupture and death.
Generally, there may not be a correlation between the severity of the trauma and cardiac injury. There is no single golden standard test for diagnosis of cardiac injury [1] . Since heart-type fatty acid binding protein (H-FABP) diffuses to plasma rapidly following myocardial injury, it is a biochemical marker which has come to the forefront recently in the early diagnosis of cardiac injury [2] . Its concentration increases in the first 1.5 hours, reaches the peak point within 5-6 hours and tends to decrease after 6 hours. It returns to normal levels 24-30 hours later. It is thought to have an important place in the diagnosis of myocardial injury [3] . Apart from myocardium, it is found in skeleton muscle, brain, mammary gland and placenta. There are recent studies which state that it can be used in the early diagnosis of especially acute coronary syndrome, coronary failure, kidney and liver injury, pulmonary embolism and some poisonings [4] . In this study, our purpose was to asses H-FABP, a new marker for the cardiac injury diagnosis in patients with thoracic trauma by using cardiac troponin (cTnI), creatine phosphokinase (CPK), creatine phosphokinase myocardial band (CPKMB), transthoracic echocardiography (TTE) and electrocardiography (ECG).
Methods
After 
Results
Of the 50 patients with thoracic injury in our study, 44 (88%) were male while 6 (12%) were female. The average age of the patients with thoracic injury was 43 ± 15.15. 24(48%) of the patients in the control group were male, while 26 (52%) were female. The average age of the controls was 25± 9.53. Of the 50 patients with thoracic trauma, 26 (52%) were admitted to the emergency service due to in-vehicle traffic accident, 14 (28%) were admitted due to extravehicular traffic accident, 7 (14%) were admitted due to falling
Page number not for citation purposes 3 and 3 (6%) were admitted due to assault. While 45 of the 50 patients with thoracic trauma were hospitalized, 5 were discharged from the emergency service. 1 of the hospitalized patients died on the second day following the trauma.
According to the results of the radiographic assessments of 50 patients with thoracic trauma; 30 patients had rib fracture, 7
patients had vertebral fracture, 4 patients had sternum fracture, 25 patients had hemothorax, 4 patients had scapular fracture, 14 patients had pneumothorax, 13 patients had contusion in the lungs. 
Discussion
One of the most important and also most neglected injuries following a trauma is cardiac injury resulting from thoracic injury.
Although the mechanism of cardiac injury in blunt thoracic trauma is not completely understood, it is thought that it occurs as a result of heart being stuck between the vertebral colon and sternum or as a result of increased thoracic pressure being transmitted to cardiac cavities [5] .
In a study by Çobano?lu et al., most of the patients (79,5%) were men and the average age of all the patients was 38 ± 35 [6] . In
Emet et al.'s study, average age of the patients was 47.6 ± 21.5
and most of the patients (81.8%) were men [7] . In our study, most of the patients (88%) were men and the average age of all the patients was 43 ± 15.15, which was in parallel with the literature.
These results show that in these decades, people take part in active life more, and just like the general society, men in our country have a more active life in social life. [7] . In line with the literature, the most common reason in our study was motor vehicle accidents.
In their study, Skinner et al. found that ISS averages in patients who did not have cardiac injury was 31 (21-38), while ISS averages of the thoracic trauma patients who had cardiac injury was 37 (29-47) and the result was statistically significant [9] . ISS average in our study was lower and it was not statistically significant. This difference can be explained with the less number of multiple traumas in our patients.
When the thoracic trauma diagnoses in Emet et al.'s study were examined, the following results were found: rib fractures (83%), pneumothorax (39%), hemothorax (31%), lung contusion (13%), clavicular fracture (13%), hemopneumothorax (19%), sternum fracture (10%), scapula fracture (6%), flail chest (3%), and thoracic vertebra fracture (2%) [7] . . The results of our study were similar to the results in literature.
The incidence of cardiac injury resulting from blunt chest trauma in literature varies between 8% and 76% [10] . The incidence of cardiac injury was 50% in Skinner et al.'s study [9] . 54% cardiac injury was found in our study, which was in parallel with the literature.
The rate of positive finding in echo has been reported as 13-38% in literature [11] . In their study, Emet et al. performed TTE on 34% of the patients and found cardiac injury in 27.3% of these patients.
Skinner et al. performed TTE on 45% of the patients and found
abnormal results in 79% of these patients [9] . In our study, TTEs of 11 (22%) patients who had thoracic trauma had pathological findings, while TTEs of 11 (40.7%) patients who had cardiac injury showed significant results. Differences between studies can be explained with TTE not being performed on all patients due to limitations.
In their study, Emet et al. found ECG change in 41.4% of the patients who had cardiac injury [7] . In their retrospective study, Skinner et al. found ECG change in 17% of the patients [9] . It was stated that the rates were low since their study was retrospective.
In our study, ECG change was found in 40.7% of the patients with cardiac injury. Significant association was found between cardiac injury and ECG in our statistical analyses (p<0.05). It is difficult to find out cardiac injury with only one ECG. The fact that there is no ECG change although there is cardiac injury is an important finding.
In trauma patients, ECG may show nonspecific changes due to hypoxia, hypovolemia, anemia, failures in serum electrolytes, vagal or sympathic tonus. Previous ECG changes of the patients and ECG changes which are normal for the patients but accepted as positive findings increase insecurity to this parameter [12, 13] .
As we included increased Tn-I level within the diagnostic criteria for BCI, the specificity for Tn-I was 100%; however, its sensitivity was 68.2%. The diagnostic value of abnormal CPK-MB/CPK ratio in determining BCI was low [7] . Bertinchant et al. followed 94 patients with blunt chest trauma and found that troponin I had a sensitivity of only 23%, with a specificity of 97% [14] . In our study, there was a significant association between cardiac injury resulting from thoracic trauma and cTnI, which was in parallel with the literature (p<0.05).
According to literature, since CPK increases as a result of trauma and liver, diaphragm and intestinal injuries can also increase with serious skeleton muscle injuries, they are not specific. While Emet et al. found the sensitivity of CPK and CPKMB (90,9%-95,4%) high in their study, they found that their specificity (4,6%-6,1%) was not high enough for diagnosis [7] . In our study, while CPK and CPKMB were statistically significantly high in thoracic traumas, they were not significantly high in cardiac injury, which was in line with the literature.
H-FABP is relatively small nuclear weighted cytoplasmic protein. It constitutes 2-5% of the cytosolic protein of the heart muscle. A great number of studies have shown it to be a sensitive early marker for myocardial injury in acute coronary syndrome [3] . While there are studies in literature about coronary syndrome, heart failure, pulmonary emboli and pulmonary hypertension in literature, there aren't enough studies about cardiac injury resulting from trauma. In our study, while there was a statistically significant association between H-FABP and thoracic trauma, no significant association was found between H-FABP and cardiac injury.
Conclusion
In the diagnosis of cardiac injury in thoracic traumas, cTn-I, ECG and TTE are not enough to make a diagnosis or to rule out a diagnosis. As it has been suggested in literature, for the diagnosis of cardiac injury, first of all there should be a suspicion and clinical examination findings should be assessed with cTn-I, ECG and TTE.
In our study, H-FABP was found to be high in 41 of the 50 patients.
However, when the results were statistically assessed, they were not significantly high in patients with cardiac injury. Multi centered prospective studies with 24-hour monitoring are needed for H-FABP use in the diagnosis of cardiac injury.
What is known about this topic
 Cardiac injury resulting from blunt thoracic trauma is a frequent clinical occurrence which is difficult to diagnose. 
